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Available online 11 January 2014A 51 years old male patient born and lives in Sudan, mar-
ried for 30 years and has 8 offsprings, the youngest is 3 years
old. The patient used to work as a manual worker in porcelain
industry but one year ago he changed his occupation to work
as a builder. He has no special habits of medical importance.
The patient complains of shortness of breath of 3 months
duration. The condition started 3 years ago when the patient
developed cough and expectoration of scanty amount of whit-
ish sputum, odorless, not blood-tinged and not related to pos-
ture along with dyspnea on moderate exertion and wheezy
chest, with no orthopnea and no nocturnal dyspnea. The
patient sought medical advice at multiple outpatient clinics
and received bronchodilators, with partial improvement.
3 months before admission, dyspnea progressed to be on mild
exertion along with wheezy chest, with no orthopnea. The con-
dition was associated with subjective fever, sweating, loss of
weight and appetite occurring mainly at night with right stitch-
ing chest pain, referred to the back, increased with inspiration
and decreased by holding breath. The patient sought medical
advice at the Abbassia Chest hospital where chest X ray and
computed tomography (CT) of the chest were done. Fiberoptic
bronchoscopy (FOB) was done showing hypertrophied muco-
sa and circumferential narrowing of the right middle and lower
lobe as well as left upper lobe with fragile mucosa that bleeds
easily on touch. Bronchial lavage, biopsies as well as post-
bronchoscopic sputum were taken. Cytological and histopa-
thological examination of samples showed ﬁbrosis withinﬂammatory reaction with few atypical cells. BACTEC test
was negative. Culture for tuberculosis (TB) was negative.
Patient was referred to the Chest Department of Ain Shams
University hospital for further management. The past history
of the patient showed nothing of relevance. Family history
revealed that the patient had a brother who died from tubercu-
losis 2½ years ago in the respiratory intensive care unit
(RICU). On admission, the patient was a febrile weighing
60 kg. There was no clubbing, no clinically palpable lymphad-
enopathy, and no lower limb edema with lax calf muscles.
Abdominal examination showed no clinically palpable organo-
megaly. Local chest examination revealed diminished move-
ment over the right mammary and inframammary areas with
increased TVF over right mammary area. Comparative percus-
sion showed impaired note from the right 4th till 6th intercos-
tal spaces at midclavicular line (MCL). Chest auscultation
showed bronchial breathing over the right mammary area with
generalized inspiratory and expiratory sibilant rhonchi. Plain
chest X ray was done showing right middle lobe consolidation
(Fig. 1). Hospital work-up showed negative tuberculin skin test
with repeatedly negative sputum Zeil–Nelson staining for
AAFB. Sputum culture and sensitivity showed no organism.
Arterial blood gases (ABGs) on admission at room air showed
pH 7.41, PCO2 51, PO2 61, and SO2 93%.
Routine laboratory investigations showed no abnormality
apart from elevated 2 h post prandial blood sugar (163 mg/
dl). Complete blood picture was normal. ESR on admission
was 15 mm/hr with subsequent increase during the hospital
course to 22 mm/h. Quantitative CRP was <6. HIV antibody
as well as hepatitis B and C were negative. Echo cardiogram
was free. Fundus examination showed no abnormality. Pelvi-
abdominal U/S showed prostatomegaly and right renal stone.
Spirometry showed severe obstruction with moderate restric-
tion and small airways affection. DLCO showed severe diffu-
sion defect for carbon monoxide (CO). Chest computed
Figure 1 Chest radiograph on admission.
Figure 2 Chest CT-scan.
746 I. Galaltomographic (CT) scan was ordered (Fig. 2) showing attenua-
tion of right main bronchus and its branches with subsequent
middle lobe obstructive collapse and bilateral hilar and left
lower lobe consolidative patches with retrocaval, aortopulmo-
nary, pretracheal, prevascular and subcarinal lymph nodes.
FOB was repeated showing congested hypertrophied muco-
sa all over with narrowing of the left upper lobe proper, right
middle and lower lobe. Bronchial lavage and biopsies were ta-
ken. Cytological and histopathological examination of samples
showed diffuse epithelioid non necrotizing granulomatous
inﬂammation with scanty lymphocytes and no giant cells are
consistent with sarcoidosis. The patient started corticosteroids
at a dose of 40 mg/day with suggested follow up after 3 months
from the start of treatment.
Final diagnosis
This is a case of pulmonary sarcoidosis disease stage II.
